Adenomatoid odontogenic tumor (AOT) is an uncommon tumor of odontogenic origin and often misdiagnosed as an odontogenic cyst. It is predominantly found in young female patients, located more often in maxilla, and in most cases associated with an unerupted permanent tooth. There are three variants of AOT namely follicular, extra follicular, and peripheral. We report an unusual case of extrafollicular AOT in maxilla of a 50-year old male patient.
the terms such as ameloblastic adenomatoid tumor, adamantinoma, epithelioma adamantinum, adenoameloblastoma, and teratomatous odontoma were used before the term AOT. [7] Due to the slowing growing nature and symptomless behavior of the tumor, the patient tolerates the swelling for years, until it produces as obvious deformity. Here, we report a case of extrafollicular AOT in 50-years old male patient. On aspiration, a clear straw color aspirate was obtained. Based on the above findings, a provisional diagnosis of unicystic ameloblastoma was considered.
Case Report
Blood investigation was non contributory. Radiographic investigations were done; panoramic radiography revealed a well-defined unilocular radiolucency with sclerotic border, measuring approx. 4x3 cm in diameter causing displacement of #12, #13 and root resorption in relation to #11, #21 and also causing obliteration of maxillary sinus. 
Discussion
AOT is a non-invasive, benign odontogenic lesion. It is most commonly seen in young patients with female predominance with a ratio of 1.9:1. [8] But in our case, the patient was a 50 years old man. Its occurrence in maxilla is twice as frequent as that of mandible, and anterior part of jaw is more frequently involved than posterior part, [8] [11] in our case the tumor was larger than that mentioned in the literature.
Radiographically, unilocular radiolucency with a distinct radiopaque border is a characteristic feature of AOT. [11] [12] It is usually associated with the displacement of teeth which was evident in our case. Root resorption is seldom seen, [12] but it was reported in our case. AOT may show multiple minute variable shaped calcifications or radiopaque foci, which may appear like a cluster of small pebbles. Approximately 78% of the lesions are associated with these calcified deposits [11] which was evident in our case. Dare et al. [13] found that the intraoral periapical radiograph is the best radiograph to show radiopacities in AOT as discrete foci 
Conclusion
The case we discussed emphasizes extrafollicular variant of AOT which is very rare. It is commonly referred as "2/3 rd tumor" with more predominance in maxilla, affecting commonly young adults i.e. second decade of life. It should also be considered in the differential diagnosis affecting the age group of older individuals, although its incidence is low.
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There is no conflict of interest in relation to this study. The AOT has three clinicopathologic variants, namely intraosseous follicular, intraosseous extrafollicular, and extraosseous/peripheral. The intraosseous follicular type (accounting 73% of all AOT cases) is associated with an impacted tooth whereas intraosseous extrafollicular type (accounting 24%) has no relation with an impacted tooth, as in the case we present here and the peripheral variant (accounting 3%) is attached to the gingival structures. [10] [11] The tumors are usually asymptomatic and are small within the dimensions of 1.5 to 3 cm, [11] in our case the tumor was larger than that mentioned in the literature.
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